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THE AQUEDUCT OF FALLOPIUS AND FACIAL PARALYSIS.
BY DAN MCKENZIE.

PART I I : FACIAL PARALYSIS.

(Continued from p. 210.)

Treatment.—The onset of facial paralysis in suppuration of the ear
should be followed without delay by operation on the ear.

In mastoid suppuration where the cells are the chief seat of the
disease and where operation shows the lesion of the nerve to be situated
in its vertical segment (a rare variety, as we have seen), and likewise
in facial paralvsis from Bezold's abscess, the limitation of the operative
proceedings to the mastoid process and its immediate neighbourhood
may be sufficient to cure the ear disease and also the paralysis. But in
all other cases, and also in simple mastoid abscess where the site of
the nerve lesion cannot be determined, the radical mastoid must be
performed and the antro-tympanic cavities fully exposed and cleared of
their contents, subsequent proceedings being guided by what is there
found. Polypi and loose sequestra are removed with due care not to
expose the nerve to any further damage than it has already received.
The most usual situation for bony caries and granulation-tissue formation
in cases with paralysis, is in the postero-external wall of the tympanum
either in or about the sinus tympani or the oval window, and here
curetting, if ventured upon at all, must be very gently done, since the
disease is almost certain to have exposed the nerve, and a few vigorous
strokes of the curette would suffice to tear through its last remaining
fibrils.

If the nerve can be identified and if it has been severed by disease,
its ends, if possible, should be brought together and laid in contact,
without any packing of gauze being inserted. Antisepsis can be assured
by using B.I.P. paste.

When previous examination has shown the labyrinth to be inert,
and particularly if there has been any sign of intracranial complication
in the presence of cervical rigidity or leucocytosis of the cerebro-spinal
fluid, the labyrinth spaces should be opened and drained.

As a matter of fact, in most of the cases operated on it is impossible
to discover the site of the nerve-lesion, even after the middle-ear cavities
have been as fully displayed to view as it is possible to get them. Often
we may suspect where the lesion is, but seldom can we be certain. But
the more carefully search is made the more likely is the surgeon to find
the exposed tract of the nerve. The most usual site is just above the
oval window (see Figs. 45, 46,47,48). Search can be made with a probe,
watch being kept on the face for twitches, as they indicate when the
nerve-trunk is touched.

Polypi are sometimes attached to the nerve, and cholesteatomatous
disease may have led to its exposure, as we have already seen.

After operation, if there has only been paresis, improvement may
be noticed in as short a time as two weeks, but if there has been
complete paralysis, three months is likely to elapse before any voluntary
movement can be detected, but an interval of from six months to a year
is by no means unusual before the first twitch heralding the return of
power is observed. As we have already said, the paralysis may never
entirely disappear. On the other hand it seldom persists unaltered.
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Tuberculosis of the Ear.

Frequency.—Facial paralysis is a common and early symptom of
tuberculosis of the ear. According to Milligan it is present in 45 per
cent, of the cases. Hence the clinical rule that chronic painless
suppuration of the middle ear with facial paralysis, especially in child-
hood, is almost certainly due to tuberculosis.

Pathology.—The disease in most of the cases reported was found to
have reached the nerve through the usual defective area above the oval
window. But in tuberculosis, although the attack on the nerve will be
facilitated by the presence of a defect in the bony canal, the erosive
action of the disease upon bone is so great that the osseous sheath of
the canal can confer but little protection upon the nerve-fibres. The
tuberculous caries exposes the nerve, and its fibres become infiltrated

FIG. 48.—Bight temporal bone of child displaying relationship of facial
canal to oval window, A. Antrum. B. Facial canal at geniculate. c.
Processus cochleariformis with the oval window beyond, D. Remains of
tympanic membrane.

with tubercles which ulcerate and destroy the nerve entirely, con-
siderable lengths frequently being involved in the disease. The invasion
of tubercles is generally preceded by neuritis, probably, in the first
instance septic.

Hessler reports a case in which considerable lengths of the tympanic
segment of the nerve were exposed by tuberculosis in both ears, in only
one of which, however, had the disease produced paralysis, and Grunert
and Leutert report another almost precisely the same. Such cases are
exceptional.

Prognosis.—The prognosis of facial paralysis in tuberculosis of the
middle ear is unfavourable as regards the chances of recovery from the
paralysis.

Treatment.—The radical mastoid should be performed as soon as
the diagnosis is made, for although the results of operating in developed
tuberculosis are not good, early cases may be rescued by timely inter-
ference.
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Cancer of the Ear.

Frequency.—Cancer of the ear is not a common disease, but a number
of cases have been recorded, mostly by British observers. It occurs in
two sites, the auricle and the deep meato-tympanic region, the latter of
which tends to implicate the facial nerve at an early stage.

The disease is characterised by severe pain, a tendency to exuberant
granulations, and offensive discharge.

Most of the cases reported have been epithelioma, but a few sarco-
mata are on record, one in a child of two and a-half years, by Cheatle in
1898.

Zeroni reports a case in which twitchings and tonic spasm preceded
the paralysis. Paresis may usher in the paralysis.

Fia. 49.—Section of outer labyrinth wall of right ear showing early tuber-
cular disease of the ear. Invasion of vestibule through oval window;
erosion of promontory; niche of round window filled with tubercular
granulation tissue. 1, membrane of round window; 2, tubercular erosion
of promontory; 3, head of stapes; 4, tubercular tissue in niche of oval
window; 5, facial nerve; 6, vestibular nerve to utricle, external and
superior canals; 7, footplate of stapes, eroded and displaced towards
vestibule; 8, vestibular nerve to ampulla of posterior canal; 9, tubercular
tissue filling up niche of round window. (From J. S. Fraser.)

III. The Internal Ear.
We have already discussed the influence of purulent labyrinthitis on

facial paralysis. There still remain for attention labyrinthitis from
epidemic meningitis and herpes zoster oticus.

Epidemic Meningitis frequently leads to a disorganising purulent
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labyrinthitis, which in cases that recover ends in absolute deafness. I t
is one of the common causes of deaf-mutism.

As in the other forms of meningitis, facial paresis and paralysis are
not uncommon, either as a result of the exudate in the meninges or of
the meningeal inflammation in the sheaths of the nerves in the internal
auditory meatus (J. S. Eraser). Judging from cases which after
recovery come to our ear clinics we may say that the facial paralysis,
unlike the labyrinthitis, is entirely recovered from. The difference in
their ultimate fate is due, no doubt, to the wide difference in vulner-
ability between the highly specialised and delicate structures in the
labyrinth and the portio dura with its motor axones.
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FIG. 50.—Section of right tympanum and outer labyrinth wall showing
results of advanced tubercular disease of the ear. Vertical section
through posterior part of petrous bone. The outer wall of the vestibule
has been removed partly by the disease and partly by the surgeon.
1, large gap in wall of labyrinth; the ampullary end of the posterior
canal, both parts of the external canal and the facial nerve are absent;
2, ampullary end of superior canal; 3, tubercular infiltration in fossa
subarcuata; 4, smooth end of superior canal; 5, smooth end of posterior
canal; 6, sacous endolymphaticus; the tubercular infiltration reaches to
the outer wall of the saccus. (Prom J. S. Fraser.)

(To be continued.)


